Section of Surgery: Sub-Section of Proctology 269 Dr. DUKES (in reply) said that the answer to some of the questions raised could only be provided by further experience. Three questions, however, could be definitely answered. No relationship existed between the time the catheter wvas left in position and the frequency or degree of infection. With peg-sealed catheters infection had followed retention of the catheter for only a few hours, whereas, with the St. Mark's retained catheter, in several cases the catheter had been left in position for from five to seven days without a trace of pus. The duration of post-operative urinary infections was very variable. A few patients recovered spontaneously in four or five weeks, but in other cases pus was still present in the urine after several months. No urinary antiseptic so far tested had been of any use in preventing the infections due to peg-sealed catheters, or in shortening the course of infections.
Specimen of Vesico
Mrs. WV., aged 45. History of flooding five months previously. Fibroids of uterus diagnosed. Abdominal exploration by gyntecologist. Large mass found in left iliac fossa, adherent to uterus, bladder, and pelvic colon. Diagnosed as either carcinoma of colon or diverticulitis. Abdominal wound closed. Passage of fWeces and gas through bladder soon afterwards, with definite cystitis. On Examination: Large mass felt through abdomen and per rectum in left iliac region. Thought to be a case of diverticulitis of the colon.
May 18, 1928.-A transverse colostomy performed, with subsequent irrigation of bladder. A few days later large abscess discharged through old abdominal incision, with disappearance of mass. Great improvement in general condition and condition of bladder. Although no faeces passed per urethram, yet communication between bowel and bladder remained, as was proved by the fact that irrigation of the rectum or lower colostomy was accompanied by the return of fluid through the bladder. Radiograph after a barium enema showed a large communication between the colon and bladder.
Since the wound did not heal and the patient was much distressed by the constant flow of pus from the bladder, a further operation was decided upon.
October 13.-Examination under anesthetic showed a hard mass, presumably growth in the pelvis, with adhesions to the abdominal wall in the region of the old scar.
October 15.-Resection of portion of pelvic colon, rectum and part of the bladder, together with a portion of the abdominal wall. Tube drainage of bladder and of pelvic cavity. Microscopy showed the growth to be a colloid carcinomia.
At the present time the bladder is closed, the patient is able to retain urine for at least from three to five hours, and she sleeps most of the night. General condition, excellent. (2) Transverse sections of an extensive recurrent villous tumour of the rectum.
Specimen
History.-The patient is a man now aged 65. Operations were performed in 1916 and again in 1917 for local removal of a villous tumour in the lower third of the rectum. The tumour recurred, and in 1923, posterior proctotomy and extensive excision were performed. The growth recurred in less than a year, but the patient carried on until 1928 when he was found to present an extensive friable growth reaching up as far as the finger could reach and involving the entire circumference
